
Claim for reimbursement of medical and dental expenses
MIP member to complete in capital letters. Please complete one form for each individual (self or dependent).

In view of a smooth administration of the contract and/or settlement of the insurance claim, and only for that purpose, I hereby give my specific and informed consent regarding the 
processing of the medical data concerning myself and/or the members of my family (article 7 of the Belgian law of December 8, 1992 concerning the private life).

Claims may be sent to:
Vanbreda International • P.O. Box 69 • 2140 Antwerpen • Belgium

NV • RPR Antwerpen • VAT BE 0414 783 183 • BFIC 13799 A-R

World Bank Group 
8002314

Member

Last name - First name

UPI no.		  2 0 0 /					     Date of birth (d - m - y)

Language of correspondance	  E	  F	  D	  NL	  I	  S

 
Patient

Last name		  First name			 

Date of birth (d - m - y)		  Sex	 	  M	  F

Relationship 

 Self	  Spouse	  Child		   Secondary dependant

Is the claim covered by another insurance?			    Yes 	  No 

If yes: state the amount reimbursed (Please attach original EOB from other insurance)

Is illness or injury work-related?				     Yes	  No

Are expenses related to an annual routine examination?	  Yes	  No

Amounts claimed per currency. Please attach all original, itemized bills and receipts.

Currency	 Amout of expenses	 Type of expenses (e.g. dental, Rx, outpatient)	 Nature of illness, injury or service
 

 

 

   

Total

Mode of payment by Vanbreda (unless specified below, cheques will be sent to your mailing address or your bank account on file)

Currency of reimbursement	  USD		   Another currency
Reimbursement to be made by	  Bank check	  Wire transfer or bank cheque deposit to

IBAN no. 

Account no.

Full bank name and address

Name account holder

BIC Code	 ID Bank

All correspondance will be mailed to your official World Bank Group address
For active self, your office address or home address, depending on your election in the HR Kiosk
For retirees, your Pension mailing address

•
•

Date

Staff member's signature

Hospitalisation		  Date

Diagnosis

Treatment or operation
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